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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48152
or potential for actual harm
Based on observation, interview and record review, the facility failed to ensure the visitor for one of five
Residents Affected - Few sampled residents (Resident 2) wore required personal protective equipment (PPE - clothing and equipment
that is worn or used to provide protection against hazardous substances and/or environments) of gloves and
gown while in a contact isolation (separation of residents with an infection from residents without an
infection) room.

This failure had the potential to spread infectious agents throughout the facility to residents, staff and/or other
visitors.

Findings:

During a review of Resident 1 ' s Admission Record, the admission record indicated Resident 1 was admitted
to the facility on [DATE] with diagnoses that included urinary tract infection (UTI- an infection in the
bladder/urinary tract), Klebsiella pneumoniae (a bacteria that can cause a wide range of infections) and
depression (mood disorder that causes a persistent feeling of sadness and loss of interest in life).

During a review of Resident 1's Order Summary Report, dated 12/4/2024, the order summary report
indicated isolation precautions due to Klebsiella pneumoniae and UTI one time only for Klebsiella
Pneumoniae; UTI until 12/9/2024.

During a review of Resident 1 ' s Other Contact Isolation: Klebsiella Pneumoniae care plan, initiated
12/1/2024, the care plan indicated contact isolation precautions (measures taken to prevent the spread of
germs that are transmitted through touching) will be observed.

During a concurrent observation and interview on 12/4/2024 at 11:31AM with Licensed Vocational Nurse 1
(LVN 1) outside of Room A, a contact isolation sign was observed on the wall that indicated the use of an
isolation gown and gloves when entering the room. Family Member 1 (FM1) was observed at the bedside of
Resident 1 without wearing required PPE of gloves and an isolation gown. LVN 1 stated Resident 1 is on
contact isolation and FM1 should be wearing a gown and gloves while at the bedside of Resident 1. LVN 1
stated it is important for FM1 and all visitors and staff to wear the PPE for contact isolation to protect the
resident and visitors from the [infectious] bacteria and to prevent and control a spread of the infection.
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Residents Affected - Few

During an interview on 12/4/2024 at 12:44PM with Infection Preventionist Nurse (IPN), IPN stated Resident 1
requires contact isolation because of Klebsiella Pneumoniae in the urine and the resident ' s visitors,
including FM 1 should wear the required PPE of isolation gown and gloves before entering the resident ' s
room.

During a concurrent interview and record review on 12/4/2024 at 4:30PM with IPN, the facility ' s Policy and
Procedure (P&P), titled Isolation- Categories of Transmission-Based Precautions (additional infection control
guidelines to prevent the spread of infectious disease), revised 9/2022, the P&P indicated
transmission-based precautions are initiated when a resident develops signs and symptoms of a
transmissible infection; and is at risk of transmitting the infection to other residents. The P&P indicated staff
and visitors need to wear gloves and a disposable gown (isolation gown) upon entering the room. IPN stated
it is important for visitors to wear the appropriate PPE for contact isolation to protect the resident and visitors
from exposure to bacteria. IPN also stated PPE usage is important to protect the residents already on
isolation because their immune system may be suppressed (due to the reason they are on isolation).
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